OBJECTIVE: Studies have shown that both circadian biology and operational issues may impact outcomes of medical interventions. Limited data exist regarding whether the start time of elective induction of labor (EIOL) is associated with labor outcomes. We sought to examine the relationship of EIOL start time to labor duration and route of delivery in nulliparous women. STUDY DESIGN: This is a secondary analysis of a randomized controlled trial of EIOL at 39 weeks in low-risk nulliparous women. Women who were randomized to the EIOL arm and induced electively were included in this analysis. Start time of EIOL was defined as the time of the first intervention (foley, prostaglandins, pitocin, laminaria or rupture of membranes (AROM)) and categorized as: early AM¼ midnight to 5:59 AM, late AM ¼ 6 AM-11:59 AM, early PM¼ noon-5:59 PM or late PM¼ 6 PM-11:59 PM. Labor duration was examined as a continuous and categorical (< 12 hour, 12-23 hours and !24 hours) variable. Multivariable analysis was conducted controlling for age, BMI, race, and modified Bishop score (BS) on admission (< 5 or !5). Interaction between the BS and time of EIOL was evaluated. RESULTS: Of 6,106 women in the parent trial, 3,062 were randomized to EIOL of whom 2,197 were eligible to be included in this analysis. 13% of EIOL occurred in the early AM, 28% in late AM, 13% in early PM and 45% in late PM. Results by EIOL start are shown in the table and figure. The distribution of start time differed by BS. Women with a BS !5 were overrepresented in the late AM, while women with a BS<5 were more likely to have EIOL in the early AM or early PM. Women induced in the late AM had the shortest mean labor durations and the highest frequency of delivery within 24 hours. In pairwise comparisons, mean labor duration for the late AM group was significantly shorter than all the other time groups, with no other differences between groups. In the multivariable model, late AM (vs. other time periods combined) remained significantly associated with shorter labor duration (-1.1 hrs, 95% CI -2.1, -0.1, p¼0.04). The interaction between BS and time of EIOL was not significant. Women induced in the late AM were less likely to receive cervidil and their time from start to AROM was the shortest. Nevertheless, cesarean delivery rates did not differ by start time. CONCLUSION: In nulliparous low-risk women, EIOL start time between 6AM and 11:59 AM is associated with shorter labor durations. Differences in labor management by clock time may in part explain these findings.
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Poster Session IV In this sub-analysis of a retrospective cohort study, electronic medical records of 619 obese gravida were reviewed for data on maternal characteristics and labor progression, including methods of induction, dosing of induction agents, duration of labor, mode of delivery, and peripartum complications. Obese gravida aged 14-50 years old with term, vertex, singleton deliveries from 1/2012 to 6/2017 were included. Those with multiple gestations, known aneuploidy or fetal demise, no documented maternal weight or BMI, prior cesarean delivery, and prisoners were excluded. The primary outcome was successful induction and/or augmentation of labor, which was defined as a vaginal delivery. Secondary outcomes included adverse neonatal outcomes (APGAR <7 at 5 minutes) and adverse maternal outcomes (chorioamnionitis, postpartum hemorrhage). Comparisons were made between obese gravida who received > or 20 milliunits/minute of oxytocin. The interaction between AMA and maximum oxytocin dose > 20 milliunits/minute was analyzed. RESULTS: AMA gravida were more likely to be white, married, and multiparous. No statistical interaction was found between age and dose of oxytocin, including after adjusting for parity, race, marital status, diabetes, smoking status, and gestational age. In an unadjusted analysis, age ! 35 and dose of oxytocin 20 milliunits/ minute were both individually associated with increased likelihood of vaginal delivery. In an adjusted analysis, age ! 35 was no longer significantly associated with successful induction and maximum oxytocin dose 20 milliunits/minute remained associated with increased likelihood of vaginal delivery. There were no differences in chorioamnionitis, postpartum hemorrhage, or APGAR scores with increasing oxytocin dose.
CONCLUSION: Dose of oxytocin >20 milliunits/minute was not associated with increased likelihood of vaginal delivery in an obese, AMA population. Dose of oxytocin 20 milliunits/minute was associated with an increased likelihood of vaginal delivery, likely related to the labor progression and patient characteristics that led to the increased oxytocin dose.
775 Timing of induction of labor in women with term PROM and maternal and neonatal outcomes OBJECTIVE: BACKGROUND: Based on data from a large randomized controlled trial on the management of women with prelabor rupture of membranes (PROM) at term (the TermPROM Study), planned induction of labor (IOL) with oxytocin, when compared to planned expectant management, may decrease the rate of maternal infection but does not affect the risk of neonatal infection and cesarean delivery (CD). However, the original analysis did not assess the PROMto-induction interval in a continuous manner. Therefore, the optimal timing of IOL remains to be determined. OBJECTIVE: To investigate the association between PROM-to-induction interval and maternal and neonatal outcomes in women with term PROM. STUDY DESIGN: METHODS: A cohort study design based on data from the TermPROM trial. At each interval from onset of PROM, maternal and neonatal outcomes were compared between women who underwent IOL and those managed expectantly at this interval. Neonatal outcomes included a composite of probable or definite neonatal infection and admission to neonatal intensive care unit (NICU). Maternal outcomes included a composite of maternal infection (chorioamnionitis or postpartum fever) and CD. RESULTS: A total of 4,564 of the 5,041 women included in the original trial met study criteria. The rate of neonatal infection was low overall (3.3AE1.1%), increased with the interval from PROM but was not different between IOL vs. expectant management at any interval (Figure 1 ). The rate of NICU admission increased with the interval from PROM and was significantly lower among women undergoing IOL compared with expectant management at any given interval within the first 13 hours from PROM (Figure 1 ). Among women who underwent IOL within the first 15 hours after PROM the rate of maternal infection remained stable at approximately 6% and was significantly lower than in women managed expectantly
